aged 63. The patient was first seen one year ago with a monilial vaginitis which proved to be a complication of diabetes mellitus. She also had mauve nodules symmetrically distributed over the upper arms and chest which she said had appeared suddenly one year previously, one week after an attack of diarrhoea, and had persisted.
Section of Dermatology
President-W. N. GOLDSMITH, M.D., F.R.C.P. [October 19, 1950] Multiple Lymphocytomata in Association With Diabetes Mellitus.-C. H. WHIrrLE, M.D., and A. LYELL, M.D.
Mrs. A. R., aged 63. The patient was first seen one year ago with a monilial vaginitis which proved to be a complication of diabetes mellitus. She also had mauve nodules symmetrically distributed over the upper arms and chest which she said had appeared suddenly one year previously, one week after an attack of diarrhoea, and had persisted.
The nodules, of which there are several hundred, are up to 5 mm. in diameter, and are thickest on the posterior axillary folds, the backs of the upper arms and over the shoulder blades but are also present on the forearms, neck, buttocks, breasts, abdomen and loins.
The feet and hands are spared, but there have been a few nodules on the face. The nodules are slightly tender, and cause some itching and burning. They are more prominent in the evening. On diascopy a faint brownish stain remains.
Two excised nodules were examined by Dr. A. M. Barrett, who found a similar histology in each, namely a uniform focus of lymphocytes in the mid-corium, extending up to the sub-papillary layer. At the periphery there was some perivascular infiltration, where the uniformity of the cells was not maintained.
The diabetes mellitus has been controlled, initially by diet and insulin and latterly by diet alone; the vaginitis cleared without local treatment, but the nodules remain unaltered. The patient is in excellent health, and her weight has been steady at 150 lb. for Histological fat stain negative. Histologically the nodules consist of uniform foci of lymphocytes without any trace of follicle formation as was found in the cases described by Hallam and Vickers (1939) and Hellier (1939) . The histological picture of the present case is more like the skin infiltrations seen in lymphatic leukaemia, but the excellent general health of the patient, her steady weight, normal blood counts and absence of lymphadenopathy or splenomegaly are all against this interpretation.
We do not consider that this patient has a leukemia; nor has she that type of lymphocytoma where there is lymphadenoid formation. We have had difficulty in naming this striking eruption, of which we have found no other example in the literature. But since the lymphadenoid type of lymphocytoma, when multiple, is not symmetrical (Bafverstedt, 1943) we should perhaps have called this case symmetrical rather than multiple lymphocytomata.
Dr. Henry Haber: The section reveals a dense infiltrate within the cutis. There are also rows of cells infiltrating in between the collagenous bundles. The infiltration consists of uniform cells of the lymphocytic type. The histological diagnosis should be therefore lymphocytic reticulosis. This case might develop leukxemia one day. The histology of lymphocytoma is in some respects different. It consists of a hyperplasia of lymphoreticular tissue with germ centres and an admixture of plasma and eosinophilic cells. The picture resembles that of a mild lymphadenitis. Bafverstedt, B. (1943, Acta derm.-venereol., Stockh., 24, Suppl. XI) , has clearly defined both conditions, both clinically and histologically.
Dr. F. F. Hellier: I would agree with Dr. Haber and would stress the absence here of the follicular arrangement which one sees in lymphocytoma. There is a feeling that a lymphatic leukxmia must start in a lymph gland, but it can start in the lymphoid tissue of the skin. It may remain localized for years and we can talk of a leukxmia cutis in a true sense. It may be a long time before there are any blood changes. I think this case will ultimately develop into a frank leukemia.
Dr. Daphne Anderson: I will support the previous speakers. I have been following a rather similar case where the patient showed more reddish-mauve nodules on the skin. During four years her general health has remained excellent but recently she has developed widespread enlarged glands and an enlarged spleen. A diagnosis of benign lymphocytoma was made initially and has now been changed to Follicular Lymphoblastic Reticulosis.
Dr. C. H. Whittle: We are aware of the possibility that this case may show leukemic manifestations later on. I would like to ask Dr. Oliver or other members who have had experience of these cases whether they would expect at this stage, or at any stage when there is no change in the blood, to find any satisfactory evidence of aleukeemic leukxemia in the bone-marrow?
Dr. J. 0. Oliver: I think it extremely unlikely that a bone-marrow biopsy would show what would be described as satisfactory evidence of leukaemia in its aleukvmic stage if the peripheral blood showed no change. There might be a little shift of the lymphocyte picture in the bone-marrow, making it suggestive, but one could not accept a satisfactory differential diagnosis from the bone- History.-For twelve to thirteen years she has suffered from itching and pigmentation of both forearms, and for about four years the finger nails have been deformed. Pigmentation of her face appeared several years ago and recently has become more pronounced.
The patient works as a cleaner and the condition does not interfere with her work. Her husband died six years ago of carcinoma of the lung. There were no children but two ectopic pregnancies were terminated by operations three years apart. Except for these operations and an appendicectomy the patient has always been fit. She has always lived in this country.
Examination.-There is pigmentation of the whole of the forearms with some telangiectasia and lichenification. The upper margin, when first seen, was sharply delineated but with treatment this can be seen to be receding. On the front of the wrists there are small areas of normal skin but with islands of involved tissue included. The palms and the backs of the hands are dry and scaly but pigmentation is not prominent. The nails of all fingers, except the index fingers, are infected; they are brittle and there is granular debris beneath them.
The feet, toe nails and lower legs are involved to a much smaller degree but the fungus is readily obtained from them.
The lower half of the face, especially around the mouth, shows pigmentation of a-dark brown to black colour; there is here no overlying fungus infection.
General examination revealed no evidence of luetic infection elsewhere.
Investigations.-Fungus was found on the skin and in the nails of hands and feet and on the pigmented areas of the forearms.
Culture: Trichophyton sulphureum. This was prepared in the mycology departmentvof St. John's Hospital for Diseases of the Skin, London.
Wassermann reaction positive; Kahn strongly positive. Histology (Dr. H. Haber): The epidermis shows marked hyperkeratosis of the basketweave type, patchy acanthosis and fusing of rete pegs and ecdema of the basal cell layer in many places. The upper and mid-cutis exhibits many newly formed blood vessels and a marked infiltration consisting of lymphocytes and plasma cells. Situated mainly at the base of the infiltration there are numerous histiocytes containing blood pigment. (The biopsy was taken from the forearm.)
